Since 1989, the Medicare hospice benefit has been available to terminally ill individuals residing in nursing homes. We first describe the evolution and nature of hospice care for nursing home residents. We then utilize recent On-line Survey and Certification of Automated Records data on a national sample of Medicare/Medicaid certified nursing homes, merged with hospice Provider of Service and Area Resource File information, to examine the distribution of hospice beneficiaries in nursing homes. Bivariate analyses provide descriptive comparisons of homes with 0%, 0.1-4.9%, and 5%+ residents on the hospice benefit. Multinomial logistic regression reveals the influence of organizational, market, and environmental factors on the proportion of beneficiaries in nursing homes. Results indicate that significant numbers of homes have hospice patients and that these institutions may have strong incentives to convert residents to the Medicare hospice benefit.
The nursing home industry is changing rapidly due to dramatic shifts in population demographics, restructuring of the health care system, and growing competition in the long-term care arena. In 1995, persons aged 65 and older represented 13% of the total U.S. population, a proportion that is expected to increase to 20% by 2020, with the largest number of individuals being 85 and older (Sofaer, 1998) . In addition, the introduction of Medicare's prospective payment system for acute care services has resulted in decreased lengths of stay in hospitals and increased transfers to long-term care facilities (Gaumer & Stavins, 1992) . As a result, more elderly persons are now dying in such institutions from chronic illnesses common in old age (Merrill & Mor, 1993; Schaughnessy & Kramer, 1989) . The Centers for Disease Control and Prevention estimate that 19% of elderly deaths occurred in nursing homes in 1993, as opposed to acute care centers or individual homes (National Center for Health Statistics, 1998) , and this figure is rising. Managed care has accelerated this process by contracting directly with nursing homes for subacute care (von Sternberg et al., 1997) .
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With increasing competition for Medicare dollars among long-term care providers, a large number of nursing homes have begun to diversify and specialize in order to attract targeted populations (Banaszak-Holl, Zinn, Brannon, Castle, & Mor, 1997; Mor, BanaszakHoll, & Zinn, 1996) . As one strategy, facilities are increasingly providing hospice care to residents during the final days of life . In fact, nursing home residents represent the fastest growing segment of Medicare hospice beneficiaries, currently comprising as many as 35% of all such recipients in some markets (Office of the Inspector General [OIG], 1997c) . However, little is known regarding the distribution of nursing home residents receiving hospice benefits, the types of facilities serving hospice beneficiaries, and the market conditions fostering this trend. We briefly describe the manner in which hospice services have evolved over the past 25 years, and discuss the nature of hospice care that is provided to nursing home residents. We then examine national data on the current use of hospice in nursing homes, and investigate the associated organizational, market, and environmental factors that differentiate those facilities in which beneficiaries reside.
Background-
Hospice care in the United States began as a movement of volunteers dedicated to helping terminally ill individuals and their families spend their remaining time together as comfortably as possible in a home environment (Kastenbaum, 1977; Mor & MastersonAllen, 1987) . Accordingly, the focus of care is shifted from curative treatment, intended to halt or reverse natural disease progression with the goal of prolonging life, to palliative services, which are meant simply to provide pain management, emotional counseling, and social support in the final days before death (Finn Paradis & Cummings, 1986) . Although initially slow to draw mainstream support, the growth of hospice services has been aided by a series of public 'and private initiatives designed both to encourage the development and determine the effects of hospice care (Abel, 1986) .
In 1974, the National Cancer Institute funded the first demonstration project to promote the establishment of hospice programs and facilities. Five years later, attracted by the potential fiscal advantages and psychosocial benefits of hospice care, the Health Care Financing Administration (HCFA) made grants available to study the medical, emotional, and social problems associated with terminal illness and the cost of providing care to dying patients (Finn Paradis & Cummings, 1986 ). As part of this initiative, the National Hospice Study was commissioned in 1980, with joint funding from HCFA, the Robert Wood Johnson Foundation, and the John A. Hartford Foundation, to evaluate the feasibility of introducing hospice as an option for Medicare reimbursement of terminal care (Greer, 1985; Mor, Creer & Kastenbaum, 1988; Mor & Masterson-Allen, 1987 ). In addition, the W. K. Kellogg Foundation awarded a grant to the Joint Commission on Accreditation of Healthcare Organizations in 1981 to develop standards for the accreditation of hospices. These guidelines were ultimately transformed into legislation as part of the Tax Equity and Fiscal Responsibility Act of 1982, which made hospice a federal program reimbursable under Medicare (Greer, 1985; Greer & Mor, 1985) . In 1986, coverage for hospice services was extended to include Medicaid patients (Finn Paradis & Cummings, 1986) .
Research evaluating the costs of the Medicare hospice benefit after its implementation revealed that hospice care was less expensive relative to traditional palliative services, except for long-surviving patients (Kidder, 1992; Mor & Kidder, 1985) . Responding to demands for the expansion of hospice services to take advantage of the potential cost savings, Congress extended the benefit to cover older Americans living in nursing homes. The Omnibus Budget Reconciliation Act of 1989 allowed reimbursement of hospice services provided to nursing home residents eligible for both Medicare and Medicaid. Under this initiative, state Medicaid agencies are required to pay hospices at least 95% of the fees allocated to nursing homes. In 1990, Congress repealed the 210-day limit for hospice services, and over time, Medicare per diem payments for hospice patients have increased significantly (OIG, 1997b (OIG, , 1997c . Correspondingly, the utilization of the Medicare hospice benefit has grown considerably over the past several years.
The rapid expansion of hospice care is evidenced by the rising number of Medicare-certified hospices, patients receiving hospice services, and Medicare expenditures on hospice care. In 1989, only about 35% of the then 1,700 hospice agencies on record in the United States were participating in the benefit program (Baker, 1992) . Figures available for the early 1990s reveal that the number of Medicare-certified hospices rose from 1,445 in 1994 to 1,726 in 1995 1,726 in , representing a 19% increase (OIG, 1998b . Presently, the National Hospice Organization estimates that there are 3,200 operational, or planned, hospice programs in the United States, about 80% of which are Medicarecertified. In addition, an estimated 450,000 individuals received hospice services in 1996, with an average annual growth rate of 16% over the previous five years (National Hospice Organization, 1998). Medicare expenditures on hospice services, which were approximately $77 million in 1986, have also risen significantly; such expenditures grew from $1.3 billion in 1994 to $1.8 billion in 1995, a 38% increase in funding during a one-year period (OIG, 1997c (OIG, , 1998b . Although the hospice program currently represents only about 1.5% of Medicare Part A expenditures overall, funding for these services has increased significantly (OIG, 1998a) .
Since Medicare hospice benefits were expanded to cover individuals living in institutional settings, the number of hospice patients residing in nursing homes has also steadily increased. The Office of the Inspector General (OIG) reports that only 7.7% of all hospice benefit recipients were living in nursing homes in 1989. While legislation permitting reimbursement of hospice services passed in this year, nursing homes did not utilize this benefit widely until publication of related survey and certification guidelines in 1992. Although the estimated proportion of hospice beneficiaries in nursing homes was 9.9% in 1991, this figure rose to 17% in 1995, representing a 72% increase over this four-year period. In addition, Medicare spent approximately $215 million on hospice care for nursing home residents in 1995. Even though only 1% of nursing home patients elected the hospice benefit in 1996, this proportion is expected to continue rising (OIG, 1997c) .
To receive Medicare hospice benefits, nursing home residents must be eligible for Medicare and be certified by both their attending physician and a hospice medical director as terminally ill, which is defined as having a life expectancy of six months or less under normal disease progression. By electing the Medicare hospice benefit, residents agree to give the hospice full responsibility for managing their plan of care, and they waive the right to receive standard Medicare benefits, including all curative treatment. Hospice provides important services to terminally ill residents, including physician supervision; nursing care; medical equipment and supplies; drugs for symptom management; physical, occupational, or speech/language therapy; medical social services; emotional support; and spiritual counseling. However, OIG has raised concerns that the decision to elect hospice benefits might be inappropriate for some nursing home residents. Due to the complicated reimbursement arrangements that arise among federal and state funding agencies, hospices and nursing homes, the financial incentives for premature enrollment of residents are great (OIG, 1997a (OIG, , 1997c (OIG, , 1998a (OIG, , 1998b .
The Medicare hospice benefit does not have a separate payment rate for hospice services provided to nursing nome residents that takes into account "room and board" fees charged by the institution or the multiple funding sources of "dual-eligible" patients who are entitled to receive both Medicare and Medicaid benefits. The hospice receives the same per diem rate for nursing home residents that Medicare reimburses for at-home clients, regardless of differences in level of service delivery. The nursing home continues to provide room and board, which includes assistance with the activities of daily living, personal care services, coordination of social activities, administration of medication, supervision of durable medical equipment, and housekeeping services, for residents enrolled on the hospice benefit. When the resident has a Medicare or private pay designation, the nursing home room and board fee is paid directly by the individual or the family. However, when Medicaid recipients are enrolled in the Medicare hospice benefit, the nursing home no longer receives reimbursement from Medicaid, but instead bills the hospice for all room and board charges. Under these circumstances, the hospice is responsible for billing the state Medicaid agency, which is required to pay at least 95% of the state's standard daily nursing home rate to the hospice. The hospice then pays the nursing home an unregulated amount to cover room and board charges, customarily determined during contract negotiations between trie two organizations (OIG, 1997b (OIG, , 1997c (OIG, , 1998a . In May 1995, Operation Restore Trust (ORT) was initiated to identify potential sources of and pursue ways to reduce fraud, waste and abuse in Medicarefunded programs. ORT focused on five states (New York, California, Florida, Illinois, and Texas) which together make up approximately 40% of Medicare expenditures and beneficiaries (OIG, 1997a) . As part of this investigation, the OIG concluded that as many as one in five hospice patients who live in nursing homes may be erroneously or prematurely enrolled. In fact, as many as two thirds of all the hospice patients who were found to be ineligible for services resided in nursing homes. Ineligible enrollees were more likely to have already been living in nursing homes prior to election of the hospice benefit, to have non-cancer diagnoses, and to have significantly longer average lengths of stay (369 days vs 145 clays) than the other patients studied. ORT also found that nursing home nospice beneficiaries received fewer services than at-home patients, and that most of these services were already available through the institution (OIG, 1997c) .
Enrolling nursing home residents in the Medicare hospice program has benefits for both hospices and nursing homes. Hospices have the potential for greater revenues by adding to their patient volume, utilizing staff more efficiently, overlapping selected services, and increasing the average length of stay. Nursing homes who enroll residents on hospice can increase their patient census by promising to provide end-of-life care to individuals who can no longer remain at home, and also reduce in-house staff time while providing these special services. A hospice may also agree to pay room and board rates that are the same or higher than the nursing home would have received directly from government agencies, or to pay for durable medical equipment, prescriptions and other supplies related to the patient's terminal illness but not normally reimbursed. Because hospices view nursing home residents as a burgeoning source of revenue, and nursing homes can benefit from contractual arrangements with these providers, a continued increase in nursing home Medicare hospice beneficiaries is likely (OIG, 1997c) .
Until recently, however, there has been little systematic examination of the distribution of hospice beneficiaries in nursing homes, or of the factors that are related to the likelihood that nursing homes will enroll residents on the Medicare hospice benefit. Prior research on the trend toward service specialization in homes revealed that the number of nursing homes with hospice units doubled between 1992 and 1995, from 0.5% to 1.0%. The researchers hypothesized that this increase was attributable to changes in reimbursement mechanisms and to the emergence of nursing homes as a site of death (Banaszak-Holl, Zinn & Mor, 1994) . Another recent study found that nursing homes that are small, for-profit, chainaffiliated, located in more competitive environments and maintain other special care units are more likely to have a hospice unit. These investigators asserted that such facilities may be better able to cater to this specialized market and/or motivated by the desire to increase clientele and revenues .
However, this research does not provide a clear picture of hospice in nursing homes because having a nospice unit is not a prerequisite for establishing contracts with hospices to provide end-of-life services to residents. Thus, more nursing homes may be providing hospice services than merely those that have hospice units. In addition, past studies have not examined the effect of hospice penetration in the nursing home market on the presence of hospice beneficiaries in nursing homes. This is an especially important factor to consider given OIG's recent observation that hospices may actively recruit nursing homes in order to increase the number of hospice patients they serve (OIG, 1997c) . The more relevant issue, therefore, is what factors influence the probability that nursing facilities will arrange hospice care for their residents. This article describes the distribution of hospice beneficiaries in nursing homes, and examines the organizational, market, and environmental characteristics that relate to nursing homes serving Medicare hospice patients.
Methods

Data Sources
HCFA's On-line Survey and Certification of Automated Records (OSCAR) data system provides facilitylevel information for all Medicare/Medicaid certified nursing homes in the United States. State surveyors routinely collect organizational descriptive (e.g., ownership, chain membership, Medicare certification, number of beds), staffing level (e.g., number of full-time
Vol.39, No. 3, 1999
equivalent [FTE] physicians and nurses), and aggregate resident (e.g., payer mix, percentage receiving pain management or skilled nursing) information from facility administrators as part of the annual certification process. All data reflect the most current information as of the day of the inspection visit. In July 1995, HCFA began recording the number of hospice beneficiaries in nursing homes. The analysis presented here utilizes a recent OSCAR database extraction, which contains information on 16j,945 nursing homes surveyed between July 1995 and April 1997, with 3.1% of inspections occurring in 1995, 82.1% in 1996, and 14.8% in 1997 . This sample represents all Medicare/Medicaid certified nursing homes in the contiguous United States. Although OSCAR data are self-reported, they reveal estimates of nursing home characteristics (i.e., total number, ownership, chain affiliation, certification, size, occupancy rates, and urban/rural location) that are similar to data from the 1995 National Nursing Home Survey. By definition, noncertified nursing homes, which comprised only 4% of all such institutions in this comparison study, are excluded from this analysis (Strahan, 1997) .
The Provider of Service (POS) file is also compiled and managed by HCFA to determine the capacity of Medicare/Medicaid institutional providers to render acceptable care. This file contains information on facility characteristics, collected by state surveyors under federal guidelines. Aggregated to the county level, the Hospice POS file provides information on the total number and proportion of hospices with various attributes (e.g., ownership, institutional-based, staffing levels) located in this geographical area. These data are used to indicate the degree of hospice penetration in the nursing home market, which we believe reflects the potential availability of these services for eligible residents. Because the periodic inspection of hospices is not mandated, surveys are conducted according to state priorities and resources, and as a consequence, hospice and nursing home data do not match across time. However, this analysis utilizes the most recently compiled Hospice POS file, which contains information on 2,085 hospices collected between January 1991 and December 1996, with 5.5% of surveys conducted in 1991, 12.1% in 1992, 15.0% in 1993, 22.8% in 1994, 20.2% in 1995, and 24.4% in 1996. Due to the rapid growth of and change in hospices during this time period, no appropriate comparison data are currently available. ,
The Area Resource File (ARF) is a publicly available data set summarizing census, health, and social resource information for all counties in the United States. This file provides contextual information about each community in which nursing homes are located, including metropolitan/rural classification, proportion of elderly adults in the population, and number of hospital beds per elderly population in the county. These indicators provide important information about the likely demand for both nursing home and hospice services, as well as the potential resources available to these organizations. The variables utilized in this analysis reflect 1994 data, which are the latest reported figures.
Measures
Independent variable selection was guided by contingency theory as applied in prior work examining nursing home operators' choices to establish special care units . According to contingency theory, organizations behave in ways that support the nature of their production processes and complement their surroundings. As a result, organizational outcomes are a product of both internal structural characteristics and external operating contexts (Zinn, Brannon, & Mor, 1995; Zinn & Mor, 1994) . Contingency theory also suggests that organizations engage in strategic behavior in order to ensure continued viability and/or gain competitive advantage, which is frequently motivated by the need to adapt to changing market and environmental conditions Zinn & Mor, 1994) .
Accordingly, we chose variables representing those organizational, market, and environmental factors likely to influence the probability that nursing homes would enroll residents on the hospice benefit (see Table 1 ). Organizational factors available in the OSCAR file include ownership, institutional-based, chain affiliation, certification status, payer mix, number of certified beds, occupancy rate, nurse and physician staffing levels, aggregate resident attributes, and presence of special care units. These variables represent the variety of internal arrangements and resources that characterize nursing homes. Market factors include nursing home market concentration, as measured by the HirschmanHerfinsahl Index (see Appendix Note), which was computed using aggregate OSCAR data and represents the level of competition among homes within each county. In addition, county-level POS data were matched to the OSCAR data to create facility-level indicators describing the number of hospices, and percentages of for-profit and institutional-based hospices, per county. Because no measure of hospice size was available, such as total patients served or gross annual revenues, average nurse and physician staffing levels were utilized to approximate service capacity. Market indicators denote the type of interactions nursing homes are likely to have with related organizations in their local market. Environmental factors consist of county-level indicators obtained from the ARF and represent the nature of resources in the communities in which nursing homes are located. These variables include county urban/rural classification, percentage of people aged 65 and older in the population, and number of hospital beds per 1,000 elderly individuals. By employing this approach, we sought to determine the effect of organizational, market, and environmental factors on the proportion of hospice beneficiaries residing in nursing homes.
Analytical Approach
The proportion of nursing home residents on the Medicare hospice benefit was highly skewed, with approximately 70% of homes having none and only about 4% of facilities having 5% or more of their residents on the benefit. Therefore, we chose to construct a categorical dependent variable indicating whether the nursing home had none, 0.1% to 4.9%, or 5% or more of their resident population enrolled on the hospice benefit on the day of the annual certification survey. Because national estimates indicated that about 1% of nursing home residents receive hospice care, a proportion that is also reflected in our data, we believed that the 5% cutpoint represented nursing homes that had a higher than average tendency to have residents on hospice. We wanted not only to be able to determine the characteristics of homes with any residents on the hospice benefit, but also to be able to compare the characteristics of homes with lower and higher concentrations of hospice beneficiaries.
It is important to note that the dependent variable represents the percentage of hospice beneficiaries in a nursing home at the time of the state recertification inspection. A better indicator would be the total number of newly enrolled residents over a set period of time. Unfortunately, HCFA's method of data collection (i.e., only current data as of the day of the annual survey) does not allow the creation of such a measure. In addition, the OSCAR file contains only facility-level data, so case mix adjustments based on individual patient characteristics are also impossible. Therefore, the dependent variable represents the tendency of a nursing home to have a certain proportion of hospice beneficiaries on any particular day. Because the actual length of time each resident has been receiving hospice benefits is unknown, these data may overestimate the census in homes that have few beneficiaries for long periods of time. In other words, it is possible that the number of beneficiaries in low-utilization facilities may be inflated due to the greater likelihood that these residents will be counted during the inspection visit. Similarly, the proportion of hospice beneficiaries may be underestimated in nursing homes with many residents on the benefit for short periods of time because these individuals have a lower probability of being included in the annual census.
Descriptive comparisons of nursing home"s with 0%, 0.1-4.9%, and 5%+ residents receiving the Medicare hospice benefit were conducted utilizing cross-tabular breakdowns with chi-square statistics for categorical variables and analysis of variance for continuous variables, specifically testing the null hypothesis of no difference between facilities as a function of the proportion of beneficiaries receiving hospice. We then performed multinomial logistic regression analyses to estimate the effects of structure, market, and environmental factors on the probability that nursing homes have none versus at least one hospice beneficiary, and if any recipients, on the likelihood of having less or more than 5% of residents enrolled in hospice care. Facilities with no hospice beneficiaries constituted the reference group.
Results
The distribution of nursing home residents receiving the Medicare hospice benefit is provided in Table  2 . On average, less than 1% (0.9% ± 2.7%) of residents per facility were identified as hospice beneficiaries on the day of the most recent inspection visit. Approximately 30.1% of homes reported having at least one hospice resident, and about 4.2% of facilities reported having 5% or more of their residents on the hospice benefit. Residents were more likely to be beneficiaries if residing in homes with a hospice unit. However, whereas the majority of facilities with a hospice unit also had hospice beneficiaries, 29.7% of such facilities reported having no recipients. On the other hand, many nursing homes that served beneficiaries did not have a hospice unit: about 29.6% of nursing homes without a hospice unit had at least one hospice resident, and 4.0% had 5% or more of their residents receiving the hospice benefit.
Nursing homes reporting that 0%, 0.1-4.9%, and 5%+ of their residents were hospice beneficiaries differed significantly on almost all organizational, environmental, and market characteristics (see Table 3 ).
With regard to organizational attributes, the higher the percentage of residents receiving the hospice benefit, the more likely the nursing home was for-profit, belonged to a chain, and lacked full-time physician coverage. The remaining relationships between organizational indicators and proportion of hospice beneficiaries were nonlinear. For example, nursing homes without any hospice beneficiaries were most likely to be hospital-based, but a greater proportion of those with 5%+ as opposed to 0.1-4.9% hospice beneficiaries were hospital-based. Similarly, facilities without any hospice patients had the highest percentage of residents on Medicare, number of nurses per 100 beds, and proportion of clients requiring skilled nursing, followed by facilities having 5%+ beneficiaries; the lowest values were observed among facilities having 0 . 1 -4.9% of their recipients on hospice. On the other hand, homes with less than 5% hospice beneficiaries were more likely than both those without any and those with 5% hospice recipients to have Medicare certification, some type of special care unit, more Medicaid clients, more certified beds, and higher occupancy rates. Finally, facilities with 5%+ residents receiving the hospice benefit were most likely and facilities with no recipients were least likely to have clients receiving pain management services.
Given these nonlinear relationships, we tested the differences between nursing homes with 0.1-4.9% and those with 5%+ residents on hospice, excluding those with no beneficiaries. Facilities with the larger concentration of patients receiving the Medicare hospice benefit were significantly more likely to be for-profit (p < .05), be hospital-based (p < .001), serve more Medicare (p < .001) and less Medicaid (p < .001) patients, and to have fewer certified beds (p < .001), lower occupancy rates (p < .001), greater nurse staffing levels (p < .001), and higher percentages of residents receiving pain management (p < .001) and skilled nursing (p < .001) services.
Turning to market and environmental characteristics, as the concentration of total certified nursing home beds in the county decreased (i.e., the level of competition increased), the proportion of residents receiving the Medicare hospice benefit increased. Similarly, the higher the percentage of hospice beneficiaries, the more likely the nursing home was to be located in a county with greater hospice penetration, as measured by the number of certified hospices, the mean proportion of for-profit hospices, and the average size of the hospices (i.e., the number of nurses and physicians). In addition, homes with 5% or more of their residents on hospice were more likely than those with 0.1-4.9% to be operating in more competitive nursing home markets (p < .01), with more for-profit (p < .001), freestanding (p < .001) and larger (p < .001) hospices. Nursing homes located in urban counties (p < .001) and in counties with lower percentages of elderly persons in the population (p < .001) were also more likely to serve higher rather than lower concentrations of hospice patients. An examination of the proportion of nursing homes with 0%, 0.1-4.9%, and 5%+ residents receiving the Medicare hospice benefit by state suggests that state policies may also influence the use of the hospice benefit in these facilities. For example, the specific services included in the Medicaid daily nursing home reimbursement rate vary from state to state. As is apparent in Figure 1 , considerable interstate variation exists. A number of states, such as West Virginia and Vermont, have few homes with any hospice beneficiaries and/ or no facilities with 5% or more of their residents enrolled in a hospice program. On the other hand, large proportions of facilities in some states have relatively nigh concentrations of hospice beneficiaries. In Florida, for example, approximately 58.4% of nursing homes provide hospice services to their eligible patients, and about 16.1% of facilities have 5% or more of their residents on the hospice benefit.
Results of multinomial logistic regression of the proportion of nursing home residents receiving the Medicare hospice benefit on independent variable predictors is presented in Table 4 . The relative risk of a nursing home having at least one resident on the Medicare hospice benefit is significantly higher if the organization is for-profit, chain-affiliated, and Medicare-certified, controlling for numerous other organizational, market, and environmental factors. In addition, when other variables are held constant, the likelihood that homes have hospice patients is greater with more certified beds, higher occupancy rates, lower percentages of both Medicare and Medicaid clients, and fewer physicians and nurses on staff than other facilities. Having hospice beneficiaries is also more probable if the facility has any of several types of special care unit, as well as lower proportions of residents receiving skilled nursing and higher percentages of clients on pain management.
Among facilities serving at least one hospice patient, the relative risk that 5%+ versus 0.1-4.9% of residents are hospice beneficiaries is greater if the nursing home is proprietary, part of a chain, and Medicare certified, and has higher percentages of patients receiving pain management. The likelihood that homes have higher concentrations of hospice patients is also greater if the organization is hospital-based, has fewer Medicare and Medicaid patients, and has lower nurse staffing levels, controlling for other organizational, market, and environmental factors.
An examination of market indicators reveals that facilities located in counties with greater hospice penetration had a higher probability of having Medicare hospice beneficiaries. Homes operating in markets with more total hospices and greater percentages of forprofit, institutional-based, and larger hospices (as measured by nurse staffing levels) were more likely to have residents on hospice. Among just those homes serving any hospice patients, controlling for other factors, facilities with higher concentrations of beneficiaries were also more likely than homes with lower proportions of recipients to be located in counties containing more proprietary hospices and larger hospices.
Finally, other environmental attributes were also related to the presence of nursing home hospice beneficiaries. The likelihood of facilities having hospice beneficiaries was lower for homes in rural counties, and counties with larger elderly populations and more hospital beds per 1,000 elderly persons, all else being equal. 
Discussion
A significant proportion of nursing homes in the United States are providing end-of-life services to terminally ill residents receiving the Medicare hospice benefit. Approximately 30% of facilities reported having at least one hospice beneficiary during their annual state regulatory surveys. Additionally, of the 5,101 homes serving hospice beneficiaries, the 14.0% with 5% or more of their beds occupied by hospice patients serve approximately 34.0% of the estimated 13,369 Medicare hospice beneficiaries residing in Medicare/Medicaid certified facilities on any given day. In contrast, very few nursing homes (approximately 1.3%) have established a special care hospice unit, and nearly 30% of these facilities do not serve any Medicare hospice beneficiaries. Clearly, enrolling nursing home patients on the Medicare hospice benefit is far more prevalent than designating beds as a hospice unit.
As with many other health services phenomena, a high degree of geographic variation is evident in the distribution of Medicare hospice beneficiaries in nursing homes (Wennberg & Cooper, 1996) . In West Virginia, for example, only 5 of the 136 Medicare/Medicaid certified homes in the state reported caring for hospice patients, and none of those facilities had 5% or more of their residents receiving the benefit. On the other hand, of the 670 nursing homes in Florida, 42.2% reported that up to 5% of their residents were Medicare hospice beneficiaries on the day of their certification inspection. An additional 16.1% of facilities in Florida indicated that 5% or more of their patients were hospice recipients. Apparently, the utilization of hospice services in nursing homes is further concentrated according to location, suggesting the regional influence of organizational and environmental factors in facilitating or impeding the provision of hospice services to nursing home residents.
In general, proprietary, freestanding, and chainaffiliated nursing homes are more likely to house Medicare hospice beneficiaries. Assuming that profit maximization is a goal of these facilities, establishing arrangements with local hospices to serve their terminally ill residents may represent a deliberate strategy to increase the organizational earning potential or secure a stable supplemental revenue source (Davis, 1991; Zinn & Mor, 1998) . In addition, prior research has associated being part of a for-profit corporation with access to more sophisticated management knowledge and experience, as well as established mechanisms for achieving company goals Kimberly & Evanisko, 1981) . Expertise and assistance provided by a central office in establishing contractual agreements, setting staffing levels and determining service prices may greatly facilitate arrangements with local hospices to provide care to dying nursing home residents.
Nursing facilities caring for hospice beneficiaries tend to have lower proportions of their residents on Medicaid, which may reflect a sensitivity to revenue concerns because reimbursement levels for Medicaid are much lower than for other payer sources (Cohen & Dubay, 1990; Zinn, 1994) . Nursing facilities that can transfer eligible residents from Medicaid to the Medicare hospice benefit program may be able to generate greater revenues, either directly by receiving higher payment of room and board fees than the standard Medicaid daily reimbursement rate, or indirectly by bringing additional clinical personnel into the nursing home.
The likelihood that providing hospice services is a strategic maneuver on the part of nursing homes is reinforced by the finding that facilities with other types of special care units are more likely to house hospice beneficiaries. These homes may already have experienced success with specialization, which is likely to encourage provision of hospice care to residents in need of special end-of-life services. The higher percentage of residents on pain management and the lower proportion of clients receiving skilled nursing may reflect the palliative nature of hospice services. Because beneficiaries waive the right to receive curative treatment, the focus of nursing care involves the management of physical and emotional discomfort, as well as assistance with activities of daily living and personal care needs. In addition, lower levels of physician and nurse coverage in homes with hospice beneficiaries suggests that, if provided primarily through contract with hospices in the area, facilities may be able to offer these services while maintaining fewer in-house medical staff of their own. With the infusion of hospice personnel, the need for full-time employees able to provide skilled nursing services might also be diminished. These factors may reflect a systematic strategy on the part of nursing homes caring for hospice beneficiaries.
On the other hand, more certified beds, higher occupancy rates, and lower staffing levels among homes with hospice beneficiaries implies that more successful facilities may be in a better position to engage in this form of organizational behavior. Conversely, we do not know the direction of the cause-and-effect relationship; homes that adopt this strategy may be more proficient and/or competitive long-term care providers. Other research has found that the nursing homes with the best administrators, operationalized as active participants in professional associations or fellows of those associations, provide higher quality care in terms of lower use of physical restraints and psychoactive drugs and fewer reported pressure ulcers and catheterized residents. These superior facilities also reported higher occupancy rates and more efficient utilization of human resources, as well as higher proportions of private pay clients (Castle, Fogel, & Mor, 1996) . Larger, more proficient institutions may perceive a value in offering end-of-life services, which may in turn attract more residents overall, particularly private pay residents or those with special care needs.
In general, facilities in more competitive nursing home markets have greater motivation to serve hospice beneficiaries. The level of competition may be greater in urban areas where nursing home beds are likely to be more diffuse, and also in counties with lower proportions of elderly individuals in the population. Furthermore, in areas with fewer hospital beds per elders in the population, aging terminally ill patients who are unable to remain at home are likely to rely on nursing homes for care in their remaining days. Homes in these operating environments must employ alternative strategies to increase market share in order to maintain financial viability and institutional stability. Arranging for hospice services enables facilities to market themselves to a more diverse population of elderly adults in order to gain advantage over other long-term care institutions. Converting residents to the Medicare hospice benefit program represents one way of increasing profits by diversifying revenue sources.
The effect of hospice providers in the long-term care market reveals the push and pull of collaborative arrangements between nursing homes and hospices. Greater hospice penetration may represent another source of competition in the care of elderly individuals nearing the end of life, creating greater incentive for homes to provide these services in-house. Simultaneously, the presence of more hospices in the market also creates more opportunities for nursing homes to enter into formal transactions with these providers in order to coordinate the care of their residents who are eligible for the hospice benefit. According to the OIG, in some markets hospices pay homes more than 100% of the standard Medicare rate for each benefit recipient. Thus, nursing homes may have a strong direct financial incentive to provide end-of-life services. However, hospices have an even greater stimulus for recruiting nursing home patients. The per diem home care rate for a 100-bed facility with 5 hospice patients is nearly $500, which is more than enough to cover the cost of a part-time hospice nurse.
Conclusion
Nursing homes in the United States are increasingly providing hospice services to their residents. It has been implied that this trend represents a deliberate management strategy for ensuring organizational survival in a rapidly changing and increasingly competitive longterm care market (Zinn & Mor, 1994) . Since the introduction of the Medicare prospective payment system and the growth of managed care, homes are increasingly admitting patients with more serious illnesses and much poorer prognoses (Schaughnessy & Kramer, 1989) . Consequently, nursing home populations are more unstable, requiring more technologically advanced services and resulting in rising mortality rates (Amar, 1994; Burton, 1994) , which makes the provision of hospice care a growing necessity (Infeld, Crum, & Koshuta, 1990; Rutman, 1992) . In addition, the increasing influence of managed care on an ever-expanding array of health-related services has required institutions to provide more cost-effective care in order to remain viable (Zinn & Mor, 1994) . Third-party payers are interested in the totality of care an organization can provide, and hospice services are becoming part of that package (Orzechowski, 1996) . With other types of facilities also vying for the care of terminally ill patients, offering low-cost and high-quality hospice services may enable nursing homes to secure a competitive edge and increase market share (Burton, 1994; Mor et al., 1996; Zinn & Mor, 1994) .
This investigation suggests that the distribution of Medicare hospice beneficiaries in nursing homes does follow an economically motivated path because the factors associated with this organizational behavior could be interpreted as an attempt to maximize reimbursement. Transferring residents to the hospice benefit may allow nursing homes to prosper in an uncertain environment, but the potential profit motive in health care raises concerns regarding unequal service access and quality. For instance, the possibility exists that not all nursing home residents enrolled in the hospice benefit program actually need end-of-life services, and some terminally ill individuals residing in these facilities may fail to receive appropriate hospice care. However, advocates for dying nursing home residents maintain that the hospice benefit plays a crucial role in ensuring the provision of effective pain management, adherence to patient advance directives, and cooperation between staff and family members during the final days of life. They contend, and many nursing homes might agree, that the existing reimbursement is not sufficient to pay for the skill level and intensity of care that terminal residents require.
Unfortunately, this important debate concerning the relative advantages or disadvantages of the Medicare hospice benefit in the nursing home context is occurring in the absence of outcome data. Although facility-level analyses such as those reported in this article provide insight into the factors influencing the distribution of hospice beneficiaries in nursing homes, this research does not allow conclusions regarding the impact of exposure to the hospice benefit at the individual level. Significant variation in the distribution of beneficiaries among states suggests that state Medicaid reimbursement rates and coverage policies may play an important role in the differential enrollment of residents in hospice. However, assertions regarding the influence of individual characteristics, such as income, gender and race, on the quality of life of terminally ill nursing home residents are unfounded at this time. Although profit motive may compromise the optimal provision of medical care (i.e., appropriate services for needy patients), research has also shown that "practice makes perfect" in many health services areas. For example, institutions that perform large numbers of a certain procedure report better health outcomes than those with low case-adjusted volume. Thus, it may be perfectly appropriate for hospice beneficiaries to be concentrated in a relatively small number of facilities that specialize in this service. Our results call for careful examination of the access and quality implications of providing hospice care to dying nursing home residents. Further research is required to obtain a better understanding of the experiences of individual residents, as well as of the implications for public policy.
